Abstract
Introduction
Pregnancy and postpartum are processes that causes profound transformations in women's lives, such as social, cultural, physiological and especially emotional changes; being the first days after delivery carried with strong emotions and new challenges in the process of becoming a mother. 1 Such transformations, overall hormonal ones, influence women's mental health. Besides, socio-cultural, family and personal charges related to adequate development of maternal functions arise. All these factors create stress, intense physical and emotional exhaustion in women. [2] [3] [4] [5] Moreover, the modern western society built a common stereotype over the years about motherhood from a romantic and fanciful perspective. In this ideal, after one child is born, the woman will feel complete happiness and fulfillment, and she should care and love her child automatically, making sacrifices in favor of her offspring. 6, 7 However, more recently, the maternal behavior has also been discussed from a social construction perspective, from the conception that being woman does not necessarily imply having an innate and programmed maternal instinct. In the contrary, these women become mothers after their child is born, from their individual experience with the world and her baby. 5, 8 Thus, the mother-baby relationship is built considering her experiences which are previous to pregnancy, resilience, as well as the baby's behavior. Life story, relationships, support from a partner in baby's care and pregnancy planning are factors that interfere in building a bond with the baby. This relationship strengthens as the mother deals with conflicts and adapts herself to her changes during the postpartum period. 9 When there are dysfunctions in this adaptation, there is a substantial increased chance of postpartum woman to develop some mental disorder.
Within mental disorders presented in the postpartum period, Postpartum Depression (PPD) is a psychopathological case of extreme public health relevance, as it can affect up to 25% of women. 3, 12, 13 It is a mood disorder characterized by irritability, anxiety, lack of motivation, lack of energy or psychomotor agitation, long-lasting sadness, low self-esteem, crying crises, feeling of guilt, lack of interest in the baby, changes in appetite, sleep patterns and the feeling of not being capable to care for the child, which can evolve to suicidal ideation. Also, other clinical manifestations of physical nature can be observed in these women, as: headache, bleeding, lactation difficulties with the presence of fissures and infections, within others. 3, 4, 10 Regarding repercussions to the child's health, other authors verified that babies who lived in a maternal depression context presented insecure attachment, less exploring of the environment, irregular sleep pattern, low self-esteem, anxiety and, higher likelihood to develop depression at adult age. 14 Therefore, there is a need to include PPD in discussions about maternal and infant mental health, as it is a prevalent disorder among women and puts motherhood and childhood development at risk.
From this perspective, there is a need to identify women who are in risk for PPD development early. The benefits of depression screening among pregnant and postpartum women in primary health attention are related with the reduction of depressive symptoms in women suffering from depression and the identification of those who need a more detailed assessment and treatment. 15 Therefore, this study aimed to identify PPD in women assisted in Family Health Units (FHUs).
Methods
We conducted a descriptive, cross-sectional study with a quantitative approach. Women enrolled in four FHUs at the city of Vitória de Santo Adão-PE composed the population. To estimate the sample, we used a formula for studies with finite population, as: n= Z 2 α . P . Q . N e 2 were: -Z 2 α = 1.96 (confidence interval of 95.0%); -Proportion of occurrence of the phenomenon of interest = 13.3% (0.133) 16 ; -Sampling error = 8.7%; Thus, the sample was estimated in 58 women who were consecutively selected in a way that they attended the following pre-established inclusion criteria: postpartum women aged between 18 and 49 years, literate, who were between two and 26 postpartum weeks. The only exclusion criterion was the baby's death during the data collection period.
We collected the data between February and April of 2011 during childcare consultation, in a private environment, to guarantee privacy and information secrecy. To obtain data, we used a socioeconomic questionnaire and a PPD screening scale called Postpartum Depression Screening Scale (PDSS), developed by Beck and Gable. 17 The scale has 35 items with Likert-type answers distributed in seven dimensions: sleeping/eating disturbances; anxiety/insecurity; emotional lability; cognitive impairment; loss of self; guilt/shame; and contemplating harming oneself. 16 Each scale dimension has five items related with the feelings of a mother after her baby's birth. Postpartum women are invited to indicate their level of disagreement or agreement with each scale item from 1 (strongly agree) to 5 (strongly disagree), intended to assess women's concerns during postpartum period. 16 The PDSS was chosen for this study because it has specific items about the relationship between mother and baby during postpartum and its high reliability (α=0.95), sensitivity and specificity to screen PPD in women. Besides, the instrument validation occurred in Recife -PE with a sample of 120 postpartum women and, therefore, it is close from the reality of participants of our study. The better cut-point to suggest PPD found in this validation study was 102, 16 being this score the parameter used in our research to indicate suggestive cases of postpartum depression.
Postpartum women were invited to participate in the study and those who accepted, signed the Free and Informed Consent Term. We guaranteed participant's anonymity and that the collected information would be used only for scientific purposes without the participant's identification.
We organized the data in a Excel version 2007 spreadsheet and we analyzed them using the statistical package SPSS version 17.0. We calculated descriptive statistics (absolute and relative frequencies; mean and standard deviation) and verified the association between the suggestive cases of PPD and the following variables: age, marital status, number of children, desired pregnancy, education, paid activity and monthly family income. We used the Chi-Square test for frequencies lower than 20 and higher than five, and the Fisher's Exact test for expected frequencies lower than five. We applied the level of significance (α) of 0.05 in all analyses.
The project was approved by the Ethics Committee in Research with human beings from the Health Sciences Center of Federal University of Pernambuco (UFPE), under the protocol 324/2011. We respected all ethical aspects by the resolution n°4 66/2012. 11
Results
The mean age of postpartum women was 22 About the depressive symptoms, scores varied from 38 to 126 with a mean of 73.42 (±18.61). A percentage of 8.6% of women presented a suggestive PPD case (scores above the cut-point of 102). PPD had a significant statistical association with the level of education "incomplete high school" (p=0.032 -Fisher's Exact test). The t-test for independent samples showed that women who did not complete high school had on average, higher scores for PPD (p=0.030 -T-test for equality of means). All other variables were not associated with depression. Table  1 shows the descriptive data of items composing the PDSS, according to its dimensions.
Regarding the changes in the sleep/eating dimension, we observed that 36.2% had difficulties to sleep even when their babies were asleep, 31.0% affirmed loss of appetite, the same percentage reported to spontaneously wake up in the middle of the night and to have trouble going back to sleep, 22.4% rolled in bed for a very long time during the night trying to fall asleep and, 27.6% knew that they needed to eat, but they were not able to.
In the dimension anxiety/insecurity, 20.7% of mothers reported loneliness, 18.9% felt oppressed, 27.5% scared, 60.3% anxious with the smallest things that had to do with their baby and, 22.4% presented restlessness.
Regarding the dimension emotional lability, 31.0% reported to cry a lot without motive, 37.9% felt mood swings and, 43.1% presented irritability. On the other hand, 84.5% affirmed to be happy and 81.0% did not feel anger during the postpartum period.
About cognitive impairment, the difficulty to concentrate was present in about 38.0% of women. Regarding the loss of self-dimension, 31.0% referred the fear of never becoming again who they were before. The feelings of guilt/shame and suicidal thoughts were not frequent. Depressive symptoms in postpartum women assisted in primary care
Discussion
Young women, who had a partner, completed high school, with monthly income higher than two minimum wages composed the sample. Most of them did not perform any paid activity before the pregnancy and postpartum period.
A systematic review about PPD screening scales showed a mean age of revised studies varying from 15 to 30 years, 50.0% to 97.0% were married or in a stable relationship, 35.0% to 44.0% completed high school and the identified percentage of abortion varied from 2.9 to 50%. These results were similar to the ones found in our study. 18 The scores suggestive of PPD were found in 8.6% of women. This percentage is lower than findings of the PDSS validation study in Brazil with a sample of women from Pernambuco, which results showed 16.7% with scores above the cut-point of 102. 16 The same study found a PPD prevalence of 13.3%, using another diagnostic tool. Another systematic review 19 assessed the magnitude of this disorder in Brazil and found a prevalence varying from 7.2% and 39.4% 21 depending on the criteria and instruments used for detection.
An American study found high prevalence of depressive symptomatology during postpartum in 984 mothers (63.0%) (n = 1.566 women) using the PDSS. 22 The presented percentages show the magnitude of this problem in national and global terms, and they signal the need of early interventions, above all, in the primary attention scenario.
About the risk factors for PPD, authors affirm that low socio-economic conditions, such as low income and low education level, can contribute to the appearance of this pathology. 23, 24 The sample of this study is composed by women in unfavorable economic situation and with low education level. Additionally, this study found a statistically significant relationship between the PPD and incomplete high school, therefore corroborating with findings of cited investigations.
The other socio-economic variables were not associated with depression. Recent studies did not find a significant relationship between the PPD diagnosis and variables as education time, family income and marital status. 12, 13, 25 In what concerns sleep/appetite changes resulted from PPD, the results of this study are similar to results of another study that showed 29.7% of participants with difficulties to sleep, 20.8% mentioned loss of appetite, 31.7% woke up spontaneously in the middle of the night and presented difficulties to go back to sleep, 27.7% reported to roll in bed for a long time at night trying to fall asleep and, 23.8% knew they had to eat, but they were not able to. 26 Changes during the postpartum period, the overload of attributions (mother, wife, housewife), high motherhood expectations from the woman and her family, lack of social and family support interfere in the woman's ability to develop the mother role. In this period, they feel tired, fatigued and tend to not taking care of themselves and spend all their energy caring for the baby, presenting appetite and sleep alterations, within other changes. 20 The sleep interruption correlates with postpartum depressive symptoms. This sleep fragmentation negatively interferes in the wellbeing of both woman and baby, in the motherhood and breastfeeding, as well as in the child's health and development. The adequate sleep during post-partum favors the woman's health and her competence to develop her role as the child's caregiver. 27 Regarding anxiety/insecurity, postpartum women can develop an excessive concern about their baby's health and development, in such exaggerated way that she feels incapable and more susceptible to increase her depressive state. Maternal depression and anxiety negatively reflect in child development and they can cause harms in personal relationships that the child can develop during life. 28 The PPD consequences for both mother and baby relationship are concerning, as they compromise physical and mental health in a crucial moment of their lives. Depressive symptoms can change the woman's self-perception and can create conflicts in family relationships. Thus, it can impair the execution of attributions inherent to maternity, and as consequence, interfere in the performance of caring for the baby. 29 Besides, postpartum women frequently report complaints of tiredness, cry, and irritation. 20 Data found in the present study corroborate with these findings, once in the emotional lability dimension, irritability, cry and emotional instability were the most cited.
In the dimension loss of self, 31.0% of mothers reported not to be themselves anymore. These feelings are related to high expectations in the maternity context and they can trigger feelings of fragility about themselves, of failure, deception, shame or disgust. 5 Suicidal thoughts were not frequent in our study. Symptoms related to depression in postpartum women are easy cry, irritability, bad mood, fatigue, feelings of guilt, sadness and depression. However, although suicidal ideation is not a typical symptom, a study showed a prevalence of 11.5% of suicide risk during puerperium and affirmed that low education level and presence of psychiatric disorders, including depression, are significant risk factors for suicide. 30 Facing the issue addressed in this study, we observed that although depressive symptoms suggestive of PPD are present in a reduced number of postpartum women, the most altered dimensions, sleep/appetite and emotional lability, substantially interfere in women's capacity to satisfactory perform motherhood. These result in mental suffering and anguish. In addition, women live surrounded by charges about their role as a mother and, sometimes, they do not have an adequate social support to help them perform this attribution.
Thus, the assistance to woman during the pregnancy-postpartum cycle needs to encompass the assessment of psychosocial factors, overall, depressive symptoms, due to its negative repercussions for mental health and the bond between mother and child.
The study revealed that 8.6% of postpartum women had scores suggestive of PPD and incomplete high school was associated with this phenomenon. The results provide aids for the health professional to plan care based on the early screening for this disorder, identifying the woman's and child's needs and the implementation of interventions, aiming at the promotion of the bond between mother and child and the identification of possible risk situations for PPD.
Additionally, we suggest the systematic use of robust screening instruments in primary health care and the PDSS appeared to be reliable and viable to early identify changes on women's mental health during postpartum period. As a study limitation, we point to reduced sample size and the conduction of the study in only four FHUs. 
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